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Review Papers and 
Meta-Analyses 
Résumé 
Les services fournis par les pairs existent dans de nombreux domaines 
et professions. Cependant, les connaissances en matière de description 
et de regroupement des programmes existants sont lacunaires, 
entravant ainsi la création de nouveaux programmes de soutien par les 
pairs de qualité. Le présent article vise d’une part à décrire les 
programmes actuels de soutien par les pairs dont fait état la littérature 
médicale et d’autre part à évaluer leur qualité descriptive. Une 
recherche systématique a été effectuée dans six bases de données 
électroniques, dans la littérature grise et dans les listes de références. 
Toutes les études présentant un programme de soutien fourni par des 
pairs et sa description ou sa méthodologie ont été incluses. Les études 
ciblant les patients et les enfants ont été exclues. Onze articles ont été 
inclus dans la synthèse qualitative et explorés en détail. Au total, 
2155 pairs ont participé à un programme de soutien en médecine, en 
sciences infirmières ou dans les deux domaines. Aucun programme n’a 
été trouvé dans d’autres domaines professionnels. Les programmes 
décrits proviennent de cinq pays différents. Trois méthodes de soutien 
par les pairs ont été trouvées : en personne, en ligne et mixte. Les 
objectifs, la durée, la supervision de la formation par les pairs, les 
données démographiques des participants et leur nombre varient d’un 
programme à l’autre. Les descriptions de programmes ont été évaluées 
selon une échelle d’évaluation validée comme bonnes, acceptables ou 
médiocres. Il existe de nombreux programmes, bien décrits, qui varient 
en termes de méthodologie et de type de prestation. Aussi, la création 
de nouveaux programmes pourra s’appuyer sur les modèles qui sont 
bien décrits dans la littérature. 
Abstract 
Peer-provided services exist in many different domains and 
professions. However, there is a knowledge gap in the existing 
programs’ descriptions and grouping that hinders creating new 
high-quality peer support programs. The objectives of this article 
are two-fold in describing existing peer support programs 
published in the literature in the medical field and evaluating their 
descriptive quality. Six electronic databases, grey literature, and 
reference lists were systematically searched. Studies reporting the 
existence of a support program delivered by peers and its 
description or methodology were included. Studies targeting 
patients and children were excluded. 11 articles were included in 
the qualitative synthesis and explored in detail. A total of 2155 
peers participated in support programs in the fields of medicine, 
nursing, or both. Programs in other professional fields were not 
found. Programs were described in five different countries. Three 
methods of peer support delivery were found: in person, online, 
and mixed varying in their goals, duration, peer training supervision 
and participant demographics and number. Program descriptions 
were rated as good, fair, or poor using a verified rating scale.  There 
are numerous well-described programs varying in their 
methodology and type of delivery. Thus, the emergence of new 
programs can be based on such models that have been well-
described in the literature.  
CANADIAN MEDICAL EDUCATION JOURNAL 2021, 12(3) 
 114 
Introduction 
Peer support is a dynamic socio-emotional relationship 
between people who share various commonalities such as 
environment, experiences, or mental health to bring about 
the desired change.1 The terms peer support, peer-
provided services and peer programs are used 
interchangeably. However, throughout this review, only 
the term peer support will be consistently used. Although 
peer support was first developed as an asset for patients 
with severe psychiatric disorders, peer support has 
expanded into many different domains and professions.1  
The importance of social relationships in maintaining one’s 
well-being and health has attracted many scientists and 
health discipline experts to explore its efficacy.2 Particular 
attention is being made to peer-run services and peer 
support workers found in clinical environments,2 where 
healthcare professionals are being immersed in different 
peer support initiatives and trends.3 Burnout plagues many 
medical professions and is linked to long work hours, 
resource constraints, and troublesome documentation. 
This inevitably beckons the importance of robust support 
systems, such as peer support, especially amidst the 
current draining medical culture that healthcare 
professionals face.4 
Peer support is not only prevalent in the medical profession 
but is also seen in the non-medical workplace. For example, 
Alberta Health Services has created a peer support 
program to suit every workplace.5 Additionally, evidence of 
peer support groups from 1994 shows teachers aiming to 
support educators in making informed decisions about day-
to-day events.6 Peer support may also occur in a more 
formal manner where the team may host social events or 
offer wellness activities to benefit all employees.5 
Peer support programs are effective in education, 
psychiatric care, and workplaces. A broad list of programs 
exists for a diverse type of populations, collectively 
highlighting many different outcomes. However, current 
deficiencies in the literature exist featured by the inability 
to perceive a systematic approach to investigating, 
categorizing, and describing existing peer support groups, 
systems, or initiatives for non-patient populations. In 
addition, the establishment of high-quality peer support 
programs based on the literature necessitates properly 
described and replicable published strategies. 
 Therefore, this study has a double aim. The first intent was 
to describe the existing peer support programs published 
in the literature. The second was to evaluate the quality of 
the program descriptions provided by each published 
article. As the study was conducted, all descriptions 
regardless of quality were included to provide a summary 
of peer support for institutions to develop and implement 
such programs. 
Materials and methods 
This systematic search adhered to the Preferred Reporting 
Items for Systematic reviews and Meta-analyses – PRISMA 
checklist.7 Our research is exempt from the Research Ethics 
Board (REB) Review.  
Identification of relevant studies 
Eligibility criteria: Published articles reporting and 
describing peer support programs or initiatives around the 
world were included. The target population was 
participants of peer support programs at post-secondary, 
graduate or professional levels. No language or publication 
date restrictions were set. The following scenarios were 
considered eligible: peer-support writing groups aiming to 
increase feelings of self-efficacy and self-esteem and 
support systems delivered on a social media platform to 
peers.  
Studies were excluded if the peer support programs’ target 
population pertained to children or to patients and those 
designed explicitly towards specific mental health 
conditions. Blogs, websites, editorial and personal 
statements were not considered. 
Information sources & search protocol 
With the assistance and expertise of a health sciences 
librarian, a search strategy was designed. Appropriate 
truncation with word combinations was adapted for each 
electronic database: Ovid MEDLINE, Embase, PubMed, 
Ovid ERIC. The search was up to July 9, 2020. Two grey 
literature search engines were used, including Google 
Scholar and an online university library. Supplemental 
Data, Table 1 details each database strategy, word 
truncations, key search terms and Booleans used. All 
references were managed, and duplicate articles were 
removed automatically with a revision from two reviewers 
(L.P. and T.R.). The Covidence Software (Veritas Health 
Innovation, Melbourne, Australia), an interface-specific for 
evidence synthesis processes, available at 
www.covidence.org8 was used in all phases. 
Study selection 
A two-phase process was followed. In phase one, two 
reviewers (L.P. and T.R.) independently screened all titles 
and abstracts of the imported references. Articles meeting 
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the inclusion criteria were included. In phase two, the same 
reviewers independently applied the inclusion criteria to 
these article’s full-text form.  Supplemental Data, Table 2 
shows full texts not meeting the inclusion criteria and the 
reason for their exclusion. Throughout phases one and two, 
any conflicts between the reviewers were reconciled by 
agreeing on a mutual and final decision by discussing with 
the field expert and project supervisor (K-A.H.). The 
reference lists of the selected articles were manually 
screened to identify any relevant references that may have 
been missed during the search of electronic databases. 
Articles referenced by the field experts were also 
considered. The final selection and eligibility decisions 
were based on the full-text articles. 
Charting the data 
The “PICOS principle” was followed in the extraction of key 
features of the included articles.9 Population: Medical, 
non-medical, post-secondary and professional fields; 
Intervention: Peer support programs or initiatives; 
Comparison: Not required; Outcome: Any 
outcome/existence and description of the program; Study 
design: No restriction to study design.  
The first author (L.P.) extracted all required data from 
included articles following a standardized form. The second 
author (T.R.) reviewed all retrieved information. Any 
conflicts were settled through a discussion between the 
reviewers and the field expert (K.-A. H.).  
Level of evidence 
Program description rating - classification and quality 
ratings: A validated quality rating checklist for peer support 
programs10 was tailored to our research question. Initially, 
this checklist was to rate the quality and completeness of 
the program’s descriptions, for the peer supporters 
(volunteers) giving support and for the peers (participants) 
receiving support. For our included studies, the subsection 
for patient description rating was not applied; see 
exclusion criteria. The maximum total score for program 
and peer descriptions was 28 points. The authors assigned 
each program to one of three categories: ‘poor’, ‘fair’, and 
‘good’, based on a scoring system for a program description 
and peer description. 
Synthesis of results 
Although the research question focused on the description 
of peer support programs, a qualitative description of 




A total of 1724 studies were identified through a database 
search. Another 239 were identified from the grey 
literature, totalizing 1963 articles included in phase one. 
After eliminating 1932 articles, 31 articles entered phase 
two, where full texts are assessed for eligibility. 
Supplemental Data Table 2 presents the articles deemed 
ineligible and the reasons for exclusion. A total of 11 
articles were included in the content qualitative synthesis 
and explored in detail. The flow diagram details the 
selection process, as per Figure 1. 
 
Figure 1.  Flow diagram of literature search and selection criteria 
Study characteristics 
At least 2155 participants benefited from the peer support 
programs during the reported time. The exact number is 
difficult to estimate due to the lack of specification of 
participant numbers for some studies.11–13 Table 1 
(Appendix A) summarizes the key program features 
reported by the included articles. Three models of peer 
support delivery were identified: in-person (n = 5),11,12,14–16 
online (n = 2),13,17 mixed (n = 3),4,18,19 and not specified (n = 
1).20 Mixed delivery is defined as including combinations of 
in-person and online models along with online and over the 
phone sessions. These programs originated from the 
Figure 1 - Flow Diagram of Literature Search and Selection Criteria1 
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United States of America (USA),4,11,14,17,18,20 Hong Kong,13 
New Zealand,21 Canada,12 and Australia.15,16 The peer 
support programs and initiatives described in the included 
articles were targeted to the fields of medicine4,12–17,20,21 
and nursing11 or both.18 Programs were delivered to 
specific populations: six programs were offered to medical 
students,13–15,17,19,20 three to graduated physicians (fellows, 
residents, specialized physicians),4,12,16 one to nurses 
only,11 and one was offered to both physicians and 
nurses.18  
Results of individual studies: George et al.17 made 55 
video-narratives which were viewed a total of 369 times. 
These videos covered topics such as valuable advice, 
orientations, and stories of success and failure. The ease of 
utilizing Facebook, a platform already used by students, 
was communicated in the feedback as a peer support 
delivery tool. Also, students preferred the use of Facebook 
and online group sessions over e-mails and in-person 
sessions.  
Gilliland et al.11 described the earliest peer support 
program in our included articles. Many key factors leading 
to the successful implementation of a peer support group 
were listed. Among those factors were a population in 
need of peer support, administrative advocacy, a 
convenient time and location, a broad scope of program 
content, a motivated organizational committee, and an on-
going evaluation. 
Lane et al.18 described various necessary steps towards 
creating a successful peer support program for physicians. 
They noted a rate of 4.8 referrals of clinicians to peer 
supporters per month, with 16 clinicians out of 165 
demanding higher levels of support.   
Lau et al.13 explored student engagement in their program. 
Two-thirds of the respondents (n~200) stated having heard 
of the support group, while 20 of these students had 
entered the peer support forum. Only one student had 
reached out to the program through e-mail. 
In the study conducted by Moir et al.,19 mental health 
improvements were compared between a peer support 
group and a mindfulness group. While 25% (n = 17) of the 
participants used the program’s face-to-face component, 
more than half attended a peer social event or a 
mindfulness program. The authors found improvements in 
the mental health of the peer supported group although 
not statistically significant (p>0.05). 
Redwood et al.14 described a 16-year-long program as part 
of the medical school curriculum. The mean annual 
participation rate for first-year students in the program 
was 94%. The program was a valuable learning experience 
and worth attending even without the grade incentive, 
according to 72% (n = 94) of the survey respondents. Most 
respondents (n = 46) reported being able to manage their 
stress better. Only 3% (n = 4) felt uncomfortable in 
participating in the group. Most students deemed the 
relaxation response and empathetic listening as useful 
components of the program, 74% (n = 97) and 71% (n = 93) 
respectively.  
Robledo et al.20 outlined the rate of program use within 
medical students. Many students (n = 39) reported seeking 
out peer support from a senior peer. In contrast, 19 of them 
reported getting support from a peer in their own year. 
Many participants indicated they used both types of 
support. Also, 56% of participants (n = 31) received support 
for themselves, while 38% (n = 21) sought it for their peers. 
The various reasons to pursue peer support include 
problems with relationships, mental health concerns, and 
academic issues. Less than 10% (n = 3) of respondents 
reported not wanting support from the program. 
In the study by Calder-Sprackman et al.12 targeting 
emergency medicine residents, 58.8% of survey 
respondents (n = 20) perceived that they had gained 
awareness of the challenges within their residency 
program, as well as of coping strategies to tackle them. Half 
of the residents (n = 34) felt that the “Ice Cream Rounds,” 
which are regular peer support wellness rounds, helped 
them reflect on their clinical practice. Participants also 
reported a decreased sensation of burnout and less stress 
and anxiety. 
Shapiro et al.4 reported a stepwise programmatic approach 
to peer support initiatives. Useful peer support 
conversation requires outreach calls, invitations, listening, 
reflecting, reframing, sense-making, coping, closing, and 
resources/referrals, with all steps being comprehensively 
described.  
Sugumar et al.15 put a mental health program in place for 
medical students. All survey respondents agreed that the 
program helped reduce the stigma associated with mental 
health in medicine. The program also assisted in improving 
peer support and self-care practices. The reported key 
success of this program was that it is peer-led. 
Wilson et al.16 used a Likert scale to report survey results 
and participant feedback for their peer support group 
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targeted to general practitioners treating mental health 
problems. Participants generally stated that practical 
sessions were helpful and that they would attend them 
again. However, participants disliked the role-play session 
reporting that it led to confusion and discomfort.  
Synthesis of results 
Our goal was to describe the type of peer support program 
delivery and the quality of the program descriptions. 
Type of program delivery 
In-person groups: Five of the included articles provided a 
peer support program to in-person groups.11,12,14–16 Only 
two of these authors cited a specific number of attendees 
for each session15,16 while the other three provided an 
estimated range of attendees for each event.11,12,14 One of 
the articles15 provided detailed participant feedback about 
the benefits.  
Online delivery: Two articles described peer support 
exclusively online, through various communication 
tools.13,17 One program17 strictly used the online social 
media platform Facebook and specifically targeted 
students’ feelings to reduce anxiety and enhance academic 
confidence. The other13 used a non-specified online forum, 
as well as e-mails to reach out to participants. Their goal 
was to offer resources to students by increasing students’ 
mental health awareness and creating effective channels 
for seeking help. Both programs13,17 targeted medical 
students, aimed to facilitate social connectedness. The 
type of support delivered was unscheduled, spontaneous, 
and always available through the platforms mentioned.  
Mixed delivery: Three of the included articles adopted a 
mixed method of peer support delivery.4,18,19 These authors 
provided combinations of phone or e-mail communication, 
in groups, and/or individualized programs. Except for 
one,18 all programs in this type of delivery recorded 
attendance for their programs.   
Quality of program within studies 
For all articles included, a checklist (Appendix B) adapted 
from Hoey et al.10 was created to evaluate the quality of 
each peer support program’s description. Programs were 
given points for descriptions that were documented, 
complete, detailed, and explicitly clear. The checklist rated 
the program descriptions and peer description (both for 
the peer providing and receiving the services) for all the 
articles. The total score was out of 28, with a higher score 
being reflective of a more complete description of 
programs and peers. 
Table 2 (Appendix A) describes the quality assessment 
scores for each article. A total of eight4,11–13,15,16,18,20 articles 
fairly described their programs and the minority14,17,19 had 
a good description of their program. No articles were rated 
as poor. 
Discussion 
This narrative review firstly attempted to portray and 
describe the existing peer support programs published in 
the literature. Although the inclusion criteria did not limit 
the search to medical fields, none of the included articles 
found a population outside the area of healthcare. For this 
reason, the title of this article specifies the fields (medicine 
and nursing) to which it pertains. Similar to systematic 
reviews exploring programs targeting different 
populations,10,22,23 this review identified various types of 
peer support interventions and programs, delivering such 
support in different ways. This heterogeneity led to the 
classification of peer support delivery type based on 
existing work.10  
To fulfil the second goal of this paper, this research 
additionally evaluated the quality of the descriptions 
provided by each included article. To establish the 
foundation of a new peer support program based on 
existing literature, the currently available published articles 
must be thoroughly descriptive of their target populations, 
interventions, and methodologies.  Accordingly, the quality 
of program description was assessed using a checklist 
(Appendix B) adapted from Hoey et al.10 Although the 
population targeted by Hoey et al. is different from the one 
targeted by this systematic search, the goals are similar 
such that the checklist was adapted for this purpose.  
An important design feature of this paper was its double 
goal of first describing, then evaluating peer support 
programs. This specific order of objectives was preferred 
because of utmost importance, programs must be 
described and published. This allows for institutions, 
workplaces and support groups to understand the 
existence and nature of peer support. Second, program 
descriptions must be evaluated, such that organizers 
wishing to start such programs may have a reference of 
how a program can be excellent and successful. 
Generally, a common weakness for many programs4,11–16,18–
20 is the lack of clear descriptions of the peers. These 
studies lacked a direct and explicit description of one-
point-worth-each characteristics such as age, sex, and 
marital status for both the peer providing and receiving 
support. This can be interpreted as an attempt to maintain 
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participant confidentiality or that this information was 
deemed insignificant. However, without a clear description 
of the individuals who successfully delivered the support, it 
is challenging to reproduce peer-support groups 
elsewhere. Additionally, a second obstacle in obtaining 
higher scores was the absence of a guide to develop peer 
training. Only two programs14,19 utilized objective guidance 
such as training manuals, to build their program and train 
the participants. Again, clear protocols and methods of 
delivery in these published programs would facilitate the 
ability of creating new peer-support groups based on 
literature. The only three articles14,17,19 rated as having 
overall good quality descriptions fully describe the peers 
participating in the support program. These descriptions 
are of utmost importance in defining the interventions due 
to their importance for increasing replicability and 
maximizing future programs’ success. 
The first author of one of the included studies4 launched a 
program named Center for Professionalism and Peer 
Support at Brigham and Women’s Hospital (BWH) in 
2008.24 Since then, many articles have been published,4,25 
which have all been cited by four of the included 
studies.14,17–19 The program at BWH has influenced others, 
as it portrays peers as leaders of initiatives targeted 
towards fellow same-levelled individuals (peer-to-peer 
interventions)14,18 and it effectively reduces distress, 
depression and anxiety through early intervention.17,19 
Interestingly, two of the four mentioned papers describing 
certain programs partly inspired by the Peer Support 
Program at BWM4 have received program rating described 
as good.17,19 This is the highest rating possible for a specific 
paper. It is important to note that the program described 
by Shapiro et al.4 received a rating of “fair.” Perhaps 
Shapiro et al. could of have enriched their program’s 
description by adding more details regarding their program 
implementation, methodology and/or content.  
George et al.17 described an online program of peer 
support that is similar to those reported in  papers13,17 
previously mentioned. However, this program was staff-led 
and perhaps could have been improved if led by like-
minded peers. To this point, a previous study reports that 
clinicians rarely access available support from mental 
health providers after adverse or stressful events, but they 
might seek help from colleagues or peers.4 
The concept of a “second victim” is not new in medicine 
and has been addressed in previous studies.26–28 It is 
defined by a situation in which a healthcare provider 
becomes a victim of the adverse event brought onto the 
patient due to medical errors, or other causes. These 
incidents have repercussions on the mental health of 
doctors and other healthcare providers. Lane et al.18 
commented on this notion in their study and described 
peer support groups as a necessity for these professionals. 
The benefits include increased communication, sharing of 
experiences, as well as providing an opportunity to reach 
out for help and support from peers. Similarly, another 
included article17 reports an intervention targeting and 
offering support to a population potentially suffering from 
feelings of failure. By providing videos of stories pertaining 
to real experiences among fellow students and 
professionals, failure became normalized. Consequently, it 
allowed students to understand that many individuals feel 
an immense feeling of failure. With this exposure, students 
were better prepared for potential hardships, and were 
taught to reframe their reactions to such events.  
A common theme among all the articles was the 
importance of confidentiality, and how it affects 
participation rates and efficacy of programs. As reported by 
Lane et al.,18 a common barrier for physicians in 
participation in peer support services is confidentiality. 
According to one study,17 participants preferred online 
group support delivery methods, rather than e-mails and 
in-person sessions due to privacy. With their identity 
hidden, participants felt comfortable and encouraged to 
fully benefit from the support services available. Similarly, 
one peer support program in Hong Kong13 reported that 
only three participants opted for e-mail communication. 
The authors speculated that this minimal endorsement of 
such identity-revealing modalities illustrates, in part, 
reluctance to share their distress for fear of being identified 
and stigmatized.  
The lack of time as a barrier to seeking peer support was 
also mentioned.18 However, a common trend within 
programs presented in Table 1 is that overall, those 
offering online or mixed support delivery types have more 
participants. It may be that in-person programs constitute 
a challenge due to time commitment issues, the 
inconvenience of commuting, or that participants value 
confidentiality, as proposed by others.17,18 In contrast, 
mixed and online types of peer support programs reached 
34.8% (n = 749) of all participants reported in this review. 
In addition, over 16 years, 51.6% (n = 1111) of all 
participants attended in-person sessions. Another 
weakness that arose from programs is the lack of proper 
reporting of participation. As stated in the results section, 
only two15,16 of the in-person support groups11,12,14 were 
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able to provide the number of participants. Also, one 
support program16 counted a total of eight participants in 
the first two workshops, and seven participants in the third. 
However, whether these are consistent attendees, new 
participants in each workshop, or a mix of new and 
previous participants is not specified. No authors provided 
explanations for the lack of reporting of participation rates. 
Multiple factors, such as unstructured attendance taking, 
unreported exact attendee numbers, or finally, lack of 
assurance of confidentiality, could explain those 
limitations. 
On another note, a simple benefit of in-person programs is 
that program organizers may get direct and immediate 
feedback from participants. One manuscript16 reported 
overt participant feedback received during the session, 
which can enhance program quality. Overall, in-person 
programs were very well received, and offered users 
valuable learning experiences and increasing interest in 
future involvement of similar peer support systems. These 
programs also helped decrease stress levels among 
participants.  
Interestingly, a gender divide seems to exist in terms of 
who participates in these programs. Lau et al.13 reported 
that significantly more women than men wanted to learn 
about mental health. Similarly, George et al.17 and Moir et 
al.19 reported that 57% and 53% of their participants were 
female, respectively. Only one study20 reported a relatively 
higher number of male (50.5%) participants. The divide is 
congruent with a study reviewing gender differences in 
support-seeking behaviour, which found that females 
reported a significantly higher likelihood of seeking social 
support (both emotional and instrumental). According to 
the World Health Organization,29 in all parts of the world 
except China and Myanmar, the reported rates of suicide 
are higher for men than for women. In the United States 
and Canada, males are more than three times as likely to 
attempt suicide as females. This emphasizes the 
importance of gender differences in seeking support. These 
statistics suggest that peer-support programs would 
significantly enhance their value by increasing male 
participant population to address this gender gap.  
Unsurprisingly, there are multiple downsides or 
weaknesses to offering peer-support. According to data 
obtained in London, United Kingdom,30 peer workers found 
that sharing experiences was an off-putting and 
challenging task at times. Additionally, previously 
published studies report that some peer support group 
participants typically assume the role of “team leader”, and 
are uncomfortable sharing their own emotional distress.4 
This could counterintuitively hinder the mental health of 
such leaders, who are not receiving the benefits of 
participating in such groups. Moreover, it is important to 
consider that a peer support group does not replace 
professional therapy or treatment. Some articles refer 
support group participants who need further mental health 
services to higher-level psychological therapy.4,18,19 This is a 
strong argument for offering adequate training and some 
degree of supervision to peers, to minimize instances 
where severe mental health conditions might be 
overlooked. In fact, Moir et al.19 reported that their study 
did not elucidate significant differences between 
mindfulness programs and peer support programs. Also, it 
was found that more extended peer training periods and 
population targeted interventions would be more 
valuable.19  
This review is limited by the data reported.  It is difficult to 
report adequately on the creation of an ideal peer-support 
program. Although the main goal of this paper was 
accomplished by providing a detailed outlook on what is 
currently available in the literature, the authors are unable 
to deliver an exemplary model for peer support program 
nor was this a goal of our study. Any attempt at creating a 
one-size-fits-all model would undermine program specific 
characteristics such as population, desired outcome, and 
available resources. Instead, this review elicited common 
and valuable attributes of published descriptions that 
might account for the success of the programs. Mainly, 
confidentiality is an abiding standard that should be 
highlighted as a foundation of any program. Furthermore, 
peer support programs should be a fully peer-led initiative. 
At last, programs should provide in-person as well as online 
sessions, and be adapted to their target audience to 
accommodate various different schedules and interests. In 
addition, the key aspect of confidentiality in peer support 
programs to protect the identity of the participants 
prevents the reporting on participants’ identity. As 
previously stated, included articles are more descriptive of 
their program than of its participants, and since this is very 
environment-specific, replicability becomes limited. 
Finally, there is significant inconsistency in these 
descriptions, as each individual author reports data 
differently.  
For the future, both authors and readers would benefit if 
complete descriptions of each program’s goals and 
methodology were published. To increase knowledge 
translation, it would be beneficial for undergraduate 
CANADIAN MEDICAL EDUCATION JOURNAL 2021, 12(3) 
 120 
programs or workplaces outside of healthcare to publish 
their peer support works, programs, and initiatives. The 
need for peer support is likely universal and should not be 
restricted to healthcare workers. In the end, peer support 
programs should address the reported gender gap in 
participation, perhaps by training more male peer 
supporters.  
Conclusion 
Peer support programs have been instituted for many 
types of populations and in multiple settings, as described 
by our article.  
One crucial finding was the diversity of programs, varying 
drastically in their methodology and delivery. Moreover, 
there are some key aspects that should be included in 
future peer-support initiatives: explicit confidentiality, 
purely peer-delivered services, and a variety of delivery 
methods to fit the needs of all participants. In addition, 
research and program evaluations, when combined with 
participant feedback, can lead to adjustments and 
enhancements to current initiatives. Perhaps current and 
future innovative programs would benefit from reporting 
program efficiency, participant satisfaction, pre- and post-
intervention scores of targeted variables, such as stress 
levels or feelings of belonging. A model that englobes 
efficient methodologies can be created, shared, and 
shaped to different populations and interventions.   
In summary, within our targeted population, interventions 
such as peer support programs are prevalent and well 
described. Published articles provide a solid base for 
aspiring institutions to implement such support systems 
and could be further enhanced by making the steps 
towards the development of their program available to the 
public, as well as by providing specific but anonymous 
participant population information.  
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Table 2. Quality assessment for programs as per Appendix B. 
Author Description Score (out of 28) Program Description rating 
Calder-Sprackman et al, 201712 11 Fair 
George et al, 201317 24 Good 
Gilliland et al, 199011 11 Fair 
Lau et al, 200713 14 Fair 
Lane et al, 201818 13 Fair 
Moir et al, 201619 24 Good 
Redwood et al, 200814 20 Good 
Robledo et al, 201820 12 Fair 
Shapiro et al, 20164 14 Fair 
Sugumar et al, 201915 12 Fair 
Wilson et al, 200416 10 Fair 
Legend: N/A= Not available 
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Appendix B. Quality rating checklist  
 
Program description rating: 
1. Type of support………………………………………………………………………. 
2. Mode of support (f2f individual, f2f group, online)…………………………………. 
3. Duration/frequency of support……………………………………………………….. 
4. Manual used………………………………………………………………………….. 
5. Manual described…………………………………………………………………….. 
6. Clear description of how peer support is delivered………………………………….. 
7. Contact documented………………………………………………………………….. 
8. Documentation described…………………………………………………………….. 
9. Peers are trained……………………………………………………………………… 
10. Description of training……………………………………………………………….. 
11. Peers are supervised …………………………………………………………………. 
12. Description of supervision…………………………………………………………….. 
Subtotal (max 12) ……………………………………………………………………….. 
Circle one:    Poor (0-4)      Fair (5-8)       Good (9-12) 
 
Peer (providing support) description rating: 
1. Peer recruitment………………………………………………………………………. 
2. Number of peers …………………………………..…………………………………. 
3. Who are the peers …………...……………………………………………………….. 
4. Age ……….………………………………………………………………………….. 
5. Sex ……………..…………………………………………………………………….. 
6. Marital status ……………………………………..………………………………….. 
7. Education …………………………………………………………………………….. 
8. Occupation ..…………....…………………………………………………………….. 
Subtotal (max 8) …………………………………………………………………………. 
Circle one:    Poor (0-2)      Fair (3-5)       Good (6-8) 
 
Peer (receiving support) description rating: 
1. Peer recruitment………………………………………………………………………. 
2. Number of peers …………………………………..…………………………………. 
3. Who are the peers …………...……………………………………………………….. 
4. Age ……….………………………………………………………………………….. 
5. Sex ……………..…………………………………………………………………….. 
6. Marital status ……………………………………..………………………………….. 
7. Education …………………………………………………………………………….. 
8. Occupation ..…………....…………………………………………………………….. 
Subtotal (max 8) …………………………………………………...……………………. 
Circle one:    Poor (0-2)      Fair (3-5)       Good (6-8) 
 
Score for program description (max 12)…………………………………………………. 
Score for peer (giving support) description (max 8) …………………………………….. 
Score for peer (receiving support) description (max 8) …………………………………. 
Total (max 28)……………………………………………………………………………. 
Circle one:    Poor (0-7)      Fair (8-14)       Good (15-28) 
 
 
Adapted from Hoey et al.10 
 
